We were very interested to read the letter from Dr Victoria Sheward and Dr Tanja Adamovic regarding our study 'Factors for gastrointestinal complications in critically ill children with transpyloric enteral nutrition' (Ló pez- Herce et al., 2008a, b) and thank them for their comments. These authors express certain doubts about the validity of our study and we would like to respond.
First, in Material and methods, we believe that it is clearly expressed in the study, all the children who were admitted to the PICU and received transpyloric enteral nutrition during the study period were included prospectively.
We agree with Drs Sheward and Adamovic that one of the limitations of this study is that it did not determine the correlation between complications and the previous nutritional status. With regard to the degree of severity, this limitation was already commented in the discussion section of our paper (Ló pez- Herce et al., 2008a, b) . In a later study, pending publication, we have analyzed the relationship between the degree of severity measured using the PRIMS, PIM II and PELOD scores. In that study, we found no relationship between the severity scores and the onset of digestive tract complications (Sánchez et al, in press ).
The list of gastrointestinal complications and the corresponding diagnoses of the patients are shown in Table 1 , and a comparison by age, sex, weight and comorbidity (shock, renal failure, hepatic disturbances, nosocomial pneumonia) is shown in Table 2 . Concerning the follow-up of patients, this continued until discharge from the PICU.
We agree with Drs Sheward and Adamovic that the study does not give us a clear definition of 'severe' diarrhea or 'significant' abdominal distension. The problem is that there is no consensus on the definition of these complications in critically ill children. We consider diarrhea to be present with more than five liquid stools per day and abdominal distension to be any distension that has clinically relevant hemodynamic or respiratory repercussions or prevents nutrition being administered, though this is difficult to quantify.
With regard to the statement that 'it is impossible to distinguish whether hypophosphatemia and hypokalemia were risk factors for complications or consequences of transpyloric feeding', this matter has already been commented in the discussion section of the study. Both alterations can reduce intestinal motility and increase abdominal distension. However, it is also possible that hypokalemia and hypophosphatemia are secondary to gastrointestinal intolerance or refeeding, or owing to catecholamine administration or high cytokine levels (López-Herce et al., 2008a, b) . Drs Sheward and Adamovic consider that an incidence of 11% of children developing complications and only 2.1% of patients in whom enteral nutrition had to be interrupted because of gastrointestinal complications should not be considered low. We do not agree with this opinion. This incidence is significantly lower than the figures published for adults (Montejo, 1999; Mentec et al, 2001; Montejo et al, 2002) .
With regard to nutrition in patients with shock, the opinion of Drs Sheward and Adamovic coincides with our opinion expressed in the discussion that 'although transpyloric enteral nutrition was tolerated in the majority of patients with shock, it should be administered with caution in these patients and careful observation should be maintained for the possible onset of gastrointestinal complications' (Ló pez- Herce et al., 2008a, b) . However, we do not agree that enteral nutrition cannot be started before the electrolytic disturbances have been corrected, as the majority of patients tolerate enteral nutrition adequately even though they present electrolyte disturbances, and the initiation of enteral nutrition can and should be early.
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